In any clinical encounter, an effective physician-patient relationship is necessary for achieving the desired outcome. This outcome is successful treatment, and therefore, the relationship should be a healing one. In addition, in the Islamic view, the physician is a manifestation of God's healing attribute, which is usually undermined in everyday therapeutic communications. Yet there are few empirical data about this experience and how it occurs in the clinical context. This study was conducted to develop a model of physician-patient relationship, with the healing process at its core. Our goal was to explain the nature and characteristics of this encounter. In Islamic teachings, healing is defined as "cure" when possible and if not, reducing pain and suffering and ultimately finding a meaning in the illness experience. This study was a qualitative inquiry. Data were collected through 17 open-ended, semi-structured interviews with physicians who had an effective relationship with their patients. The participants' experiences and their perception regarding the relationship were subjected to grounded theory content analysis. For establishing the trustworthiness of the data collection and analysis we used triangulation, peer review, and member checking. The findings showed that the components of the patient-physician healing relationship could be categorized in the four key processes of valuing the patient as a person, effective management of power imbalance, commitment, and the physician's competence and character. This leads to forming the three necessary relational elements of trust, peace and hope, and being acknowledged. Their importance has been better demonstrated in a relationship which incorporates the spiritual aspects of patient care and also physician's satisfaction. The physician-patient relationship has a central role in patient outcome. This relationship has an understandable structure and its components may have an effective impact on promoting the patient's experience of the health system.
Introduction
The physician-patient relationship is a clinical encounter and its effective outcome has a direct impact on the quality of care (1) and achievement of a successful treatment. Hence, a healing relation must be formed between a physician and his/her patient. However, today, the physician-patient relationship undermined and the medical professional is considered as the technician and the patient is considered as the machine (1) . Nevertheless, the establishment of an effective communication with the patient requires an understanding of the fact that the patient is not just a set of symptoms of a damaged organ, but a human with dignity and his or her own concerns and aspirations, who is in search of help and healing. The importance of such an effective therapeutic relation should not be ignored. Moreover, in most cases, accurate diagnosis and effective treatment of the patient are directly dependent on the quality of the mentioned relationship. The development of such a relationship would allow the patient to share his/her most personal and private information with the physician in a safe and intimate environment. The scientific impact of the common philosophy of medicine which underestimates the patient's body to a set of organs cannot be denied since such an approach has led to many developments in the field of medicine (2) . Although dissenting voices are heard in modern medicine, there has been clear evidence of the importance of this relationship in the ancient medical history of Iran, especially in the Islamic period (3) . This strong background gives us the opportunity to explain and design a model of physician-patient relationship. Human relationships have a crucial status and people's rights, good conduct, and trusteeship have been emphasized in Islam. Islam considers the physician-patient relationship as a value-based and sacred one, because of knowing the physician to be a manifestation of God's healing attribute. The goal of the physician-patient relationship, as any other relationship, is maturity, integrity, and excellence (4, 5) . During the past decades, there has been a struggle over the physician-patient relationship and its impact on the medical decision-making process, and so, on the therapeutic outcome. This struggle is often defined as a conflict between patient's autonomy and his/her health in other words, the values of the patient and the values of the health care providers. Based on this conflict, four models of physicianpatient relationship have been proposed (6) . However, based on the type of relationship, its purpose, effectiveness of the physician's role, and the existing expectations, each relationship between a physician and his/her patient is unique (7) . This relationship is also influenced by cultural elements (7) . Yet, we know little empirically about this experience and how it occurs in the clinician-patient relationship. For this reason, it is necessary to redefine and design the specific relational model of every society based on its own components. The core of the medical practice is communication and the purpose of this communication is patient's healing and satisfaction and physician's integrity. On this basis, all elements of the relationship should be formed in line with the ultimate goal of medicine, i.e. the best and most righteous possible action for each patient. This means that the nature and characteristics of the physician-patient relationship can be drawn through identification of its fundamental concepts and based on these elements a conceptual model could be proposed. The impacts of the cultural and value system on human relationships provide the possibility of designing a model based on an Iranian-Islamic pattern for therapeutic relationship. In this study, healing was defined as cure if possible, and when cure is not achievable, trying to reduce the patient's suffering and or finding a meaning in the patient's experience. This study was conducted to explore the positive effect of the physician-patient relationships. Our focus on physician-patient relationships is because of its potentiality to improve the physician's professional conduct and the patient's satisfaction.
Method
The aim of this study was to explain and propose a physician-patient relationship model and its components. The focus of the study was healing relationship due to its potential capacity to enhance the patient's satisfaction and physician's integrity. Therefore, the qualitative paradigm was chosen and utilized. Data were collected through 17 open-ended semi-structured interviews with physicians who had effective relationships with their patients. The physician's perception regarding the relationship was subjected to grounded theory content analysis. The participants were selected from different medical specialties and the sampling process continued until data saturation. The physicians were selected based on the quality of their relationship with the patients who were the exemplars in this issue. Data collection was performed through semistructured interviews. For this purpose, an interview guideline was prepared with a number of general open-ended questions to help the researcher. The objective of the research and its methodology were explained to each participant in a separate meeting before the interview and their oral informed consents were obtained. The place and time of the interviews were determined by the participants and the durations of the interviews varied between 60 and 90 minutes based on participants' willingness. After each interview, the researcher documented all recorded files and field notes. All statements and expressions of the participants were completely rewritten verbatim in Microsoft Word and coding was done on three levels. Through this method, the initial codes, sub-categories, and themes were extracted from the data. It is worth noting that the first step of analysis of initial codes was extracted from a thousand semantic unites. In later stages, the codes were gradually reduced by removing the identical and overlapping codes and they were gradually categorized into the classes and sub-classes explained in the following sections (8, 9) . Data-source triangulation was performed by collecting data from physicians who practice in different fields. For establishing the trustworthiness of the data collection and analysis we used triangulation, peer review, and member checking.
An expert colleague in qualitative methods examined the interview transcripts, coding sheets, and the synopsis of the findings. In this peer review process the analysis was identified complete and logical, based on the interview sheets, the study findings were accurate. For the member checking 2 of the participants revised the data and affirmed that the findings were consistent with their experiences.
Results
In this study, according to the data transcription, saturation was achieved after 17 interviews. Participants were specialists in fields that naturally dealt with chronic or life-threatening diseases and had effective relationships with their patients over time.
The physician-patient relationship in the healing process Based on the findings of this study, which are provided entirely in table 1, the physician-patient relationship model consists of four components. These components conduce to three relational outcomes, all of which come under a common theme. 
Discussion
The findings of this study showed that physicians, who had experience of effective communication with their patients, understood the therapeutic relationship and healing process in almost same way. In their view, healing means cure when it is possible, and reducing patient's suffering and finding a meaning beyond the illness experience when cure is not possible. The focal center of this healing relationship is neither the physician nor the patient, but is their therapeutic relationship or "the between" (10) and is based on the common underlying beliefs, trust, and hope (11) . This therapeutic relationship consists of understandable components which are valuing the patient, commitment to the patient, managing the power imbalance, and physician's character and competencies. These components will form the three relational elements of trust, peace and hope, and being acknowledged. The present study tried to propose a model for therapeutic relationship based on the experiences of the research participants. In order to determine the effect of this model in the current situation of medical practice, we can evaluate it at three levels. First, the therapeutic physicianpatient relationship could enhance the patient's quality of life. Mutual trust, peace, and being acknowledged as the results of this relationship are equally important for both patients and physicians. Second, some aspects of this relationship are related to the nature and severity of the disease and the type of required treatments (12, 13) ; however the patient's and physician's system of belief also play an important role in this regard (14) .
Third, the healing relationship affects both parties (patients and physicians). A number of physicians who participated in this study had experienced working in difficult situations (such as the battlefield or severely deprived areas) and they were satisfied with memorizing them. This experience is opposed to the cases that are reported from the physicians' current behaviors (15) . This indicates that such an enriched experience and relationship left its positive impact on their life and work. Finally, it can be said that an effective and healing relationship is based on a system of belief that acknowledges the value of the human being and his/her inherent dignity, and accordingly considers clinical medicine as a favor which gives meaning to the physician's life. It could be proposed that the solution to some health system problems could be found in redefining the physician-patient healing relationship.
Conclusion
It can be concluded that the structure of the physician-patient healing relationships is comprehensible and may lead to valuable patientcentered outcomes. Moreover, this discernible and understandable structure has important impacts on treatment. Furthermore, this conceptual model can be generalized to other therapeutic relations in the health system. Evidently, this study had some limitations. First, the participants were chosen selectively and are not considered significant indicators of the population of physicians. Nevertheless, it can be explained that the intention of this study was to provide a preferred model of doctor-patient communication, and for this purpose, it was necessary to choose a targeted selection of participants. Accordingly, the proposed model of the study does not explain the current situation, but if experimental studies confirm its effectiveness, it could be a standard to achieve.
